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CHAPTER I 
INTRODUCTION 
The purpose of this study is to make a statistical 
comparison of 100 closed cases. known to the Catholic Youth Or-
ganization, Sheil Guidance Service, between the dates of July 
1, 1949 and December 31, 1951. Fifty cases represent those cli-
ents who requested help, completed the diagnostic process, and 
then terminated contact with the agency. These clients will be 
referred to as the Intake Group. The second group of fifty cli-
ents experienced the same procedure but, instead of terminating, 
elected to accept treatment and remained for a minimum of five 
interviews. These clients will be called the Treatment Group. 
For purposes of clarity, it will be noted that the term, diag-
nostic process,is used to describe the series of initial inter-
views with the parents and the child after application is made 
to the agency for service. This procedure entails obtaining a 
social history, psychiatric and psychological examinations, eval 
uation of the material by the staff, and finally, informing the 
parents of the findings and recommendations. The term treatment 
describes the procedure followed by those clients who have not 
only completed the above process, but also have accepted weekly 
1. 
interviews under psychiatric supervision. 
It is evident that there must be reasons or causes for 
one group to terminate after evidencing enough interest to com-
plete the diagnostic process, while the other, the treatment 
group, continues. Hence, it is the purpose of this study to in-
vestigate certain factors commo.n to each group and to compile 
the results. 
The homogeneous factors to be compared will be found 
on the schedule. l This study will limit itself to such items of 
comparison as lend themselves to quantitative measurement. At no 
time, with one exception, did the author make a value judgement 
when gathering the material. The exception referred to is whether 
or not the referral was made under any form of external pressure. 
This decision was made by reading the social history of each 
case or, when necessary, obtaining information from the assigned 
case-worker. 
All the material gathered found its origin in two sour-
ces. The first was the case record which represents the main 
source. In some instances, it was necessary to consult the so-
cial worker who rendered service to that particular client when 
the information desired was not recorded in the c~se record. 
THE AGENCY 
The Sheil Guidance Service is a child guidance clinic 
I Schedule can be found in Appendix A. 
3. 
operated under the auspices of the Catholic Youth Organization 
of Chicago. The development of this department, as it now ex-
ists, cannot be thoroughly explained because of the limitations 
of this study. It might prove enlightening to the reader, how-
ever, to present a brief developmental history of the Catholic 
Youth Organization, followed b! a description of the Social Ser-
vice Department as it operates today~ 
The Catholic Youth Organization was founded on October 
17, 1930, by His Excellency, the Most Reverend Bernard J. Sheil. 
The concept of a Catholic program for youth and the underprivi-
leged stemmed from Bishop Sheil's experiences as prison chaplain 
at the Cook County Jail. It was in that setting that the seeds, 
which resulted in the present organization, were planted. tiThe 
CatholiC Youth Organization then, is an outgrowth of the deep 
personal convictions of Bishop Sheil whose experiences as a pri-
son chaplain, and foresight in the time of the nation's worst 
economic crisis convinced him of the need for a youth agency."2 
The Bishop's philosophy is, ttThere are problems of youth, but no 
youth probiem ••• "3 
The purpose of the Catholic Youth Organization as stat 
ed in its charter is: 
2 Catholic Youth Organization, Brochure, Anonymous. 
3 Ibid. 
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To pro~ote among Catholic Youth a recreational, educa-
tional, and religious program that will adequately meet 
the physical, mental, and spiritual needs of out-of-
school Catholic boys and girls, and, without regard 
to race, creed or color, to assist those young people 
who are in need; to inspire, direct, and guide the 
natural creative instincts and desires of young peo-
ple into those worthwhile channels which permit the 
widest expression of personality, individually or in 
groups, while instilling in t~eir minds and hearts, a 
true love of God and Coun~ry. 
At its inception, the Catholic Youth Organization was 
primarily associated with recreational and athletic activities; 
however, it soon became apparent that the organization must ex-
pand in order to meet more directly the social needs of the time" 
This expansion was begun in many heretofore neglected areas. It 
started in 1938 with the establishment of the Social Service De-
partment and the Catholic Youth Organization, West Side Commun-
ity Center, in order to provide social services on a community-
wide basis. Some time later, other programs5 were initiated to 
make this expansion more effective. 
In 1938, the Catholic Youth Organization established 
poliCies, standards, and administrative procedures in order to 
qualify for membership in the Council of Social Agencies and the 
Community Fund. In 1939, the agency was approved and accepted. 
4 Charter, Catholic Youth Organization, Springfield, 
Illinois, 1932. 
5 A comprehensive view of the variety of services 
offered by the Catholic Youth Organization may be found in the 
organizational chart in Appendix B. 
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THE SOCIAL SERVICE DEPARTMENT 
As stated, this department was created on August 1, 
1938, to assist the youth of the community by providing case 
work services for them. In June, 1940, Bishop Sheil, being a-
ware of the potential threat to the normal growth of juvenile 
offenders by the limitations o~ our police and prison systems, 
inaugurated the Juvenile Delinquency Prevention Service. The aim 
of this program was to render services to those boys and girls 
who became involved with the law, by accepting referrals from 
the police department and thus sparing the young people the pa-
zardous experience of a stay in the Detention Home and a subse-
quent court hearing. The program was designed for application-
on a parish level, so that volunteer workers could assist the 
professional staff in guidance and supervision. It was found, 
however, that the program, as it stood, could not meet the pro-
blem adequately, and a revision was necessary. Bishop Sheil or-
dered a re-organization of the program in December, 1945. The 
essence of the program remained the same, viz., assisting the 
youth of the community who were confronted with personal and so-
cial problems. The focus of the program, however, was changed to 
render it more comprehensive and inclusive. In accordance with 
sound psychiatric thinking and the prevailing influence of the 
child guidance movement, the program was re-organizaed to emu-
late the structure of a child guidance clinic. It broadened its 
6 • 
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scope to include not only the pre-delinquent, but also to pro-
vide psychiatric treatment to the younger child evidencing symp-
toms which indicated a personality or social maladjustment. 
It is interesting to note the sequence of events as 
they occurred in this agency in the light of a statement con-
cerning child guidance clinics made by Doctor Leo Kanner. 
The original idea of setting insanity and delinquency 
up as targets to shoot at with arrows of prevention 
was laudab~e enough, to be sure. But it implied an 
orientation which started out with a vision of cal-
amity, looked upon young non-conformists as wayward 
youths to be matched in time from the gates of asy-
lums and prisons, and indulged in the practice of 
throwing inkwells at devils painted on the wall. 
Actual work with children taught workers child gui-
dance is not pri~arily an exercise in trying to 
prove alarmists wrong, that emotionally upset 
children deserve treatment of what bothers them be-
cause it bothers them BQ!, and that the greatest 
benefit can be derived from dealing effectively 
with what Thom in 1928 aptly referred to as "the 
everyday problems of the everyday child." b 
The program as then organized gradually evolved, a-
pproaching closer and closer to that of the typical child gui-
dance clinic. In August, 1948, it became known as the Sheil Gui-
dance Service. By this time, considerable change occurred in the 
composition of the staff. On the over-all scene, it was a tran-
sition from volunteer workers functioning under the supervision 
of staff members, to a full time staff of professional case 
6 Leo Kanner, Child Psychiatry, Springfield, Illinois, 
1948, p. 11. 
~ 
workers. In~the initial phase, limited psychological testing and 
the services of a psychiatrist on a consultation basis were a-
vailable. However, with the development of diagnosis and treat-
ment on a more intensive level, the staff was altered to include 
a full time psychologist to offer tests of a projective nature, 
a full time psychiatrist, and social workers, graduated from 
accredited schools of social work. This is the composition of 
the staff presently operating at the Sheil Guidance Service. The 
three disciplines represented form the nucleus of the usual cli-
nic team of psychiatrist, psychologist, and social worker. 
It can be assumed that every clinic operating on a 
team basis, utilizes it somewhat differently in actual practice, 
although in principle, the underlying concept is the same. In 
order to explain its operation in the Sheil Guidance Service, 
an illustration of the usual procedure in the form of an imagi-
nary client applying for service will be given. 
The client makes the initial contact with the depart-
ment, either by phone or coming to the office in person, and 
speaks with a social worker who decides whether or not the pro-
blem presented can be met within the framework of the department 4 
If it is not within the scope of the clinic's function, a referr-
al is made to the proper agency; if the problem seems to lie 
within the scope of the service offered by the agency, the pro-
spective client is given a brief interpretation of the program, 
8. 
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and, should he decide to avail himself of the program, he is 
given an application7 for service. He is asked to fill it out 
and return it at his convenience. When the application is re-
turned, it is studied and the case is then assigned to a social 
worker who is responsible for making an appointment with the cli. 
ent and obtaining a social history. The responsibilities of the 
worker in so doing are many, i.e., evaluating the attitude of 
the client in respect to his feelings about the referral, inter-
preting further the function of the clinic, and understanding, 
not only the problem as presented by the client, but also the 
underlying dynamics of the situation. It is felt by the staff 
that the above desired information cannot ordinarily be obtained 
in one interview because the client is exposed to a totally un-
familiar setting which often re-enforces fear and anXiety, and 
so, during the first interview, he usually focusses largely on 
the problems of the child to the exclusion of his own. For this 
reason, a conscious effort is made by the social worker to gear 
the discussion of the first interview to the child with regard 
both to the current situation and developmental history. The par-
ent, or client, 1s offered a second interview for the purpose of 
exploring his or her background, and the possible relationships 
to the current problem. Also during this second interview, the 
7 The application now in current use at the Sheil 
Guidance Service can be found in Appendix C. 
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client is made aware of the agency's policy regarding a fee8 for 
the diagnostic study. The client is then offered appointments 
for the child with the psychiatrist and psychologist. Since this 
will be the first active participation in the procedure by the 
child, an attempt is made to give the parent some help in allay-
ing the possible anxiety of the child with regard to the exami-
nations. Following the psychiatric and psychological examina-
tions, a meeting, the diagnostic case conference, is held and 
attended by all those members of the staff who have played ac-
tive roles in the case thus far. It is during this conference 
that the findings of the three disciplines are compared and eva-
luated, each in the light of the other. If the findings indicate 
that the case is amenable to treatment, a treatment plan that 
will best meet the needs of the client,if he or she should con-
tinue, is outlined. It is at this point that the client if offer 
ed another interview for the purpose of making known to him the 
findings and recommendations of the diagnostic process. During 
this interview, he is given the opportunity to accept or reject 
the treatment plan, and is usually encouraged to consider the 
matter at greater length. He is then asked to contact the social 
worker within one ~eek regarding his decision. Fees regarding 
the treatment interviews are discussed and set at this point. In 
8 Fees will be discussed in Chapter II. 
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the event that the client is accepting of the recommendation of 
treatment for himself and/or the child, arrangements are made 
for them to be seen for regular weekly appointments with their 
respective social workers. At regular periods during treatment, 
staff meeting, attended by psychiatrist, case-work supervisor, 
and case worker, are held to r~-evaluate the problem and the pl~ 
of treatment. This service will continue until such time as the 
client desires to terminate the contact. 
The above material constitutes a brief summation of 
the bare essentials of the normal agency procedure in the aver-
age case. It is the purpose of this study to investigate certain 
factors arising from the above procedure and common to the pre-
viously mentioned diagnostic and treatment groups in order to 
determine possible differences or similarities between them. 
Chapter II contains a presentation of the factors to 
be compared, while Chapter III consists of a summary of the find-
ings and conclusions. It will be noted here that any interpreta-
tion given will confine itself to the numerically measurable 
factors in the case histories. 
CHAPTER II 
COMPARISON OF THE STUDY GROUPS 
This chapter consists of a presentation and analysis 
of the factors common to each group~ 
The two groups of cases to be studied were selected 
from the files of the Sheil Guidance Service on a random basis, 
but with certain qualifications. For the intake group, the case 
must have completed the diagnostic study and then terminated; 
for the treatment group, the case must not only have met the a-
bove requirement, but also maintained contact with the agency 
for a minimum of five treatment interviews. To determine the 
possible causes for one group to terminate and the other to con-
tinue, factors common to both were compared. These factors are 
enumerated as follows; the age and sex of the child, the source 
of referral, the existence or lack of pressure at the point of 
referral with resultant effects, the problem presented, time 
periods in relation to agency procedure, father's occupation and 
participation in the diagnostic and treatment processes, fees, 
and the reasons for closure. 
For purposes of description, and where it was possible, 
the total 100 cases were studied as a whole, without respect to 
the intake or treatment groupings. 
ll~ 
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'" AGE AND SEX 
The ages of the 100 children ranged from four years, 
nine months to seventeen years, one month. As is indicated in 
Table I, there is little difference in the two groups. 
TABLE I 
FREQUENCY OF AGES IN THE INTAKE 
AND TREATMENT GROUPS 
'Ages Intake Treatment 
0 to 'Siears 3 3 
5 to 6 " 6 4-
~ 
6 to 7 II 9 7 
7 to 8 II 4- 3 
8 to 9 " 4 5 
, 
9 to 10 II 4- 5 
10 to 11 " 2 3 
11 to 12 " 5 5 
12 to 13 II 4 4-
~ 
13 to 14 II 3 2 
14 to 15 .. 2 4 
15 to 16 If 3 2 
16 to 17 II 1 3 
17 to 18 " 0 0 
Total 50 50 
... The average age of the total group is 10.12 years 
which is almost exactly one year less,(11.2), than the mean age 
found in a similar study.l made in February, 1949 at the Sheil 
Guidance Service. The arithmetic mean age of the intake group is 
9.84 years, while that of the treatment group is slightly high-
er, 10.38 years. The fact that the mean age is slightly lower is 
encouraging from the standpoint of therapy, for, as Hamilton puts 
it, liThe fact that the child's energies are early enlisted to 
work at his problem is of therapeutic value which cannot be ex-
aggera ted. "2 
Concerning the sex of the children, it was found that 
both groups were almost identical. Males were predominant, com-
prising 71 per cent of the total number~ The make-up of the 
treatment group was thirty-four males and sixteen females, while 
the intake group was composed of thirty-seven males and thirteen 
females. 
REFERRAL 
The referral, for the purpose of this study, was con-
sidered to be any other department of the Catholic Youth Organi-
1 Mary Jo Carroll, Paul L. Kalinauskas, George Ryan, 
~ Analyses of Cases Known to ~Juvenile Del1ntuency Prevention Service, Chicago, unpublished research project,oyola, 1949. 
2 Gordon Hamilton, Psychotherapy ill Child Guidance, 
New York, 1947, pp. 209-10. 
14 • 
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zation, other agency, clinic, school, or person at whose sugges-
tion the client elected to come to the Sheil Guidance Service. 
In some cases, the clients referred themselves. By this is meant 
that they became aware of the service through an outside source, 
but came to the agency and requested help of their own volition. 
These will be alluded to as sel~ referrals. Table II gives the 
breakdown according to sources of referral. 
TABLE II 
SOURCES OF REFERRAL 
Sources 
Schools 
Self 
Priests 
Catholic 
Public 
Other C.Y.O. depts. 
Other clinics and hospitals 
Other agencies 
Total 
Authoritative 
Non-authoritative 
Intake 
19 
3 
9 
7 
5 
1 
3 
3 
50 
Treatment 
17 
2 
9 
4 
7 
6 
1 
4 
50 
There appear to be no outstanding differences in the 
two groups. In the over-all picture, however, it will be noted 
15. 
that the school is the source of referral in 41 per cent of the 
total number of cases. It is somewhat encouraging to observe the 
number of self-referrals in second place. This lends some cre-
dence to the often stated opinion that the public is not only be-
coming more aware of the existence of child guidance clinics, but 
also is putting some faith in their effectiveness. 
Those who would promote the mental health of child-
ren through psychiatric services are riding on a full 
tide. For thirty or forty years, it has been rising. 
In that time, knowledge of the emotional life of 
children has increased enormously, and the art of 
helping those who are in emotional difficulty has 
been greatly improved. Concurrently, the public's 
interest in these matters and understanding of 
them have grown.:; 
Generally speaking, the wide range of referrals seems 
to indicate that the Sheil Guidance Service of the Catholic 
Youth Organization possesses some reknown in the community. 
co~rnUNITY PRESSURE IN SOURCES OF REFERRAL 
In this study, the element of community pressure in 
the sources of referral means that the client was subjected to 
an involuntary stimulus, strong enough to cause him to request 
the agency's assistance in solving his problem. The involuntary 
stimulus refers to any school, agency, or person who directed the 
client to the Sheil Guidance Service at such time, when the cli-
ent, under normal circumstances, would not have come. 
3 Helen Leland Witmer, Psychiatric Clinics for Child-
ren, London, 1940, p.ix. 
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Of~the 100 cases studied, twenty-six were judged to 
have been referred under pressure. Of this number, fourteen a-
ppeared in the intake group, while there were twelve in the 
treatment group. The following table indicates the sources of 
referral in the two groups. 
TABLE III 
SOURCES OF REFERRALS ¥illDE 
UNDER PRESSURE 
Sources 
Schools 
Priests 
Catholic 
Public 
Other C.Y.O. depts. 
Others clinics and hospitals 
Other agencies 
Total 
Authoritative 
Non-authoritative 
Intake 
8 
1 
3 
o 
o 
2 
o 
14 
Treatment 
8 
o 
1 
1 
o 
1 
1 
12 
It is quite obvious that the vast majority of such re-
ferrals are those having a school origin. Because the parochial 
schools are the most frequent source, it cannot be inferred that 
they are pressure bent as they represent the most common source 
17. 
of referral 1n the total group. Further, an effort has been made 
in the nast to acquaint the Catholic schools with the services of 
the agency.4 
It was thought that the intake group would show more 
referrals of this nature than the treatment group, and that this 
factor might be a determining ope in causing clients to termi-
nate. It would seem, however, according to the data, that this 
was not the case. The element of community pressure will be cor-
related with other factors as they arlse in the study. 
FATHER IS OCCUPA'rION 
The occupation of fathers was included in the schedule 
for informative purposes, and to investigate the possibility of 
any exlsting patterns or trends in each group. 
In Table IV which presents this material, there appears 
to be no appreolable differences in the two groups. Worthy of 
note, however, is the extremely low flgure representing the pro-
fessional and seml-professlonal category. If any pattern or 
trend is extant, ~t seems to be that over 50 per cent of the to-
tal number of known occupations fall into categorles which might 
be descrlbed as slightly below average, from an economic point 
of view. 
4 Dora Somerville, A study of the Juvenile Dellnquency 
!:rey~n tion Service, Ca thollc Youth Organiza tlon, Chlcago, unpu-
blished research project, Loyola University, 1947, p. 53. 
18~ 
TABLE rv 
OCCUPATION OF FATHERS IN THE INTAKE 
AND T~TMENT GROUPS 
-
occupation Fathers in Fathers in 
Intake Group Treatment Group 
. 
professional & semi- 2 2 
professional 
Proprietors & managers 1 3 
Clerical, sales & 9 7 
kindred workers 
Craftsmen, foremen, & 16 14 
kindred workers 
Public service workers, 
(policemen, mailmen, C.T.A.) 6 4 
Domestic service workers, 
(chauffers) 2 0 
Laborers & maintenance 4 8 
Truckers 0 3 
Deceased 2 2 
Unknown 8 4 
DUplicatea 0 3 
Total 50 50 
a In the treatment group, there is a total of forty-
seven occupations of fathers because, in three instances, one 
father represented more than one individual case~ 
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... Since the occupation of fathers is, in itself, a fac-
tor of questionable value, unless compared with other items, 
Table V presents a correlation of those seven fathers who were 
interviewed three or more times, with their occupations. Because 
the number of interviews with fathers in the diagnostic study is 
limited by nature of its functiDn, while in the treatment pro-
cess the number is unlimited, a common basis of comparison is 
not available. 
Occupation 
Electrician 
Supervisor 
Trucker 
Estimator 
Factory worker 
]'1echanic 
Steel roller 
Total 
TABLE V 
NUMBER OF INTERVIEWS OF SEVEN 
FATHERS CORRELATED WITH 
,THEIR OCCUPATIONS 
Number 
38 
17 
7 
5 
4 
3 
3 
77 
of interviews 
In the total treatment group of forty-seven fathers, 
only seven saw at least some value in coming at least three 
20. 
times and made the necessary arrangements to do so. This would 
seem to lend some credence to the difficulty confronting an a-
gency which is attempting to meet needs in this area. It is to 
be noted further that the occupation of those fathers who did 
make an effort to receive the assistance offered were, for the 
most part, in the lower income range. The same trend seemed to 
be evidenced by those fathers in the intake group. 
In the intake group, the father was seen in the diag-
nostic study in twenty-eight of the fifty cases. In the treat-
ment group, the father Was seen in twenty of the forty-seven 
cases. This again points up the difficulty involved in obtaining 
the participation of the father. 
PROBLEM 
The purpose of presenting the problem or symptom in 
this study is largely that of description. No attempt was made 
to test the validity of the complaint against the findings of the 
diagnostiC process; further, no effort was made to analyze the 
dynamics entering into it. 
The source of information concerning the problem was 
the statements of parents gleaned from the social history in each 
case. The list of symptoms checked off by the parent on the appli. 
catio~ for service was not referred to because it was thought 
that a thorough reading of the social history would yield a more 
authentic picture of what the problems were. 
The problems were classified as follows: 
1. Socially unacceptable acts 
a. Temper tantrums 
b. Stealing 
c. Truancy 
d. Running away from home 
e. Disobedience 
f. Lying 
g. Fire-setting 
h. Destructiveness 
2. Sexual problems 
a. Promiscuity 
b. Homosexuality 
c. Masturbation 
d. Obscenity 
3. Learning defects 
a. Retarded 
b. Progress unsatisfactory 
4. Personality difficulties 
a. Depressed, discouraged 
b. Restless, excitable 
c. Shy 
d. Fearful, (inclusive of school) 
e. Peculiar actions, compulsions, and phobias 
f. Nightmares 
5. Somatic dysfunction 
a. Enuresis 
b. Soiling 
c. Nail-biting 
d. Speech defect 
e. Thumb-sucking 
f. Tics 
g. Sleep disturbances, (other than nightmares) 
h. Neurological 
6. Organic damage suspected 
2l~ 
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The problems were placed in the above categories a-
ccording to the judgement of the writer with but one purpose in 
mind, i.e., to present to the reader a picture of the general 
characteristics of the children coming to this agency~ 
The following table shows the comparison, on the above 
bases, of the intake and treatment groups~ 
TABLE VI 
CLASSIFICATION OF TOTAL Nm~ER OF PROBLEMS 
PRESENTED. IN THE INTAKE. 
AND TREATMENT GROUPS 
Problem 
Per~onality difficulties 
Socially unacceptable acts 
Somatic dysfunction 
Learning defects: 
Sex problems 
Organic damage suspected 
Totals 
Intake 
106 
52 
38 
17 
5 
2 
220 
Treatment 
146 
58 
43 
16 
7 
2 
272 
There is some variance in the total number of symptoms 
listed by each group. It seems significant that the treatment 
group listed fifty-two more symptoms than the intake group, but 
nothing of a conclusive nature can be stated from this fact~ 
There seem to be no great distortions in the distribu-
23~ 
tion of symptoms in the two groups with the exception of the ca-
tegory, personality difficulties. In view of the fact that the 
total number of symptoms in the treatment group is greater, the 
apparent difference tends to vanish. The preponderance of per-
sonality difficulties, 51 per cent of the total number of symp-
toms, over socially unacceptable acts, 23 per cent of the total, 
it is somewhat surprising. This is said because the findings of 
a similar study stated, lilt is obvious that overt misbehavior 
was a more frequent cause for concern to the person initiating 
the referral. It was to be expected that overt misbehavior would 
be more frequently the precipitating factor in a referral, rather 
than the more difficultly recognized neurotic behavior.tl5 
The number of sex problems in no way represents a true 
picture of reality. The low frequency is probably indicative of 
the difficulty experienced by the client in speaking of them in 
the initial contacts with the agency. 
It was thought that there would be a greater number of 
learning defects enumerated because the major source of referral 
was the school. A very possible explanation is that the teachers 
are becoming more alert to the child's susceptibility to emo-
tional disturbances. 
5 Mary Jo Carroll, Paul Kalinauskas, George Ryan, OPe 
Cit., p.44. 
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Each of the major categories of the types of symptoms 
will be presented in tabular form in order to clarify their com-
position. 
Table VII represents the breakdown of those symptoms 
comprising socially unacceptable acts. Only those symptoms which 
occurred three or more times h~ve been included. 
TABLE VII 
SOCIALLY UNACCEPTABLE ACTS APPEARING 
AT LEAST THREE TI~~S IN 
. INTAKE OR TREATMENT 
Socially unacceptable acts Intake 
Temper tantrums 7 
Stealing 11 
Lying 9 
Disobedience 6 
Fighting 4 
Destructiveness 2 
Truancy 5 
Totals 44 
There seem to be no great differences in 
Treatment 
12 
6 
8 
9 
7 
6 
2 
50 
the two 
groups in the symptoms listed. It will be noted, however, that 
again the treatment group has the higher number~ 
Following this is Table VIII which presents symptoms 
occurring at least three times in both groups and comprising the 
r.-----, -----, 
, 
'" category, persona11ty d1ff1cult1es~ 
TABLE VIII 
PERSONALITY DIFFICULTIES APPEARING 
AT LEAST THREE TIMES IN 
. INTAKE OR TREATMENT 
Fersona11ty d1ff1cult1es Intake 
Restless 
Fearful 
N1ghtmares 
Crying 
OVeract1ve 
Daydreams 
Shy 
S1b11ng r1 valry 
Depressed 
No fr1ends 
Sens1t1ve 
W1thdrawn 
Infer1or1ty fee11ngs 
Totals 
12 
4 
2 
4 
6 
3 
3 
2 
1 
1 
3 
o 
o 
41 
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Treatment 
11 
9 
10 
6 
4 
6 
6 
6 
7 
6 
3 
6 
3 
83 
Table VIII br1ngs 1nto sharper focus the gross d1ffer-
... 
ence in the number of personality difficulties between each 
group. It is noteworthy that the treatment group possessed many 
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more of the symptoms ordinarily referred to as neurotic than the 
intake group, that, in fact, the number of neurotic symptoms in 
the treatment group is more than twice the number of neurotic 
Symptoms in the intake group~ 
The next table shows the total number of problems 
comprising the category, learning defects~ 
TABLE IX 
TOTAL LEARNING DEFECTS APPEARING 
IN INTAKE AND. TREATMENT 
Learning defects Intake 
Poor school work 3 
Poor school adjustment 7 
Reading difficulty 4 
Retarded 3 
Totals 17 
Treatment 
8 
3 
3 
2 
16 
The difference in the number of symptoms listed fall, 
for the first time, in favor of the intake group. The difference 
is extremely slight, but this is the only major category where 
a difference of this nature was found. Because the symptoms that 
comprise learning defects are vague by virtue of their source, 
little can be said about the comparison. 
The next table enumerates the total number of somatic 
dysfunction symptoms appearing in both groups~ 
... 
TABLE X 
TOTAL SOMATIC DYSFUNCTION SYMPTOMS 
APPEARING. IN INTAKE AND 
TREATMENT GROUPS 
Somatic dysfunction Intake 
Enuresis . 9 
Speech defect 7 
Nail-biting 5 
Nausea 3 
Feeding difficulty 3 
Thumb-sucking 2 
Epilepsy 2 
Headache 1 
Tic 1 
Excessive perspiration 1 
Dizzy spells 1 
Sleep disturbances 
(other than nightmares) 0 
Asthma 1 
Chorea 1 
Diarrhea 1 
Totals 38 
Although there is no great disparity in 
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Treatment 
14 
11 
4 
6 
2 
1 
0 
1 
1 
1 
1 
1 
0 
0 
0 
43 
the number of 
symptoms enumerated in both groups, it is interesting that enu-
28~ 
resis appears so frequently in the total study. Of the eighty-one 
times a somatic dysfunction symptom is mentioned, enuresis was 
listed twenty-three times, which represents slightly more than 
28 per cent of the total category~ 
In order to determine any existing patterns in the 
four major categories of symptoms, personality difficulties, so-
cially unacceptable act, somatic dysfunction, and learning de-
fects, the following tables were compiled. These tables show the 
frequency with which the four main categories were combined in 
the two groups. Only those individual symptoms which appeared in 
the study six or more times were included in the major categories' 
for comparison. 6 
TABLE XI 
COMBINATIONS OF THE FOUR ~1AIN CATEGORIES 
,OF SYMPTOMS APPEARING IN 
.THE TREATMENT GROUP 
'to* ~ ~ J J. ~ ~ 
-. 
- ;1 ' ~ J ~ .... It 
• " .- ~ ,d-• ~ • - w e Ii $.c • ... r ~! Q ~!:S 0' Cl 
Personality difficulties 
-
34 26 
SOCially unacceptable acts 40 
-
20 
Somatic dysfunction 26 23 
-
Learning defects 9 8 4 
6 Individual symptom patterns in Appendix D~ 
.f-'~ 
; = e~ 
-' Q. 
10 
10 
7 
-
29~ 
Where a personality difficulty was found, a socially 
unacceptable act was the accompanying symptom thirty-four times, 
while ten of the Children presented learning defects along with 
it ten times. Somatic dysfunction symptoms appear the greatest 
number of times when combined with a personality difficulty. 
The socially unaccept~b1e acts were associated with 
personality difficulties forty times. There was a slight decrease 
in the number of somatic dysfunction symptoms appearing with 
them, but the number of learning defects remained constant~ 
In the somatic dysfunction symptoms, personality diffi-
culties accompanied them twenty-siX times, socially unacceptable 
acts twenty-three times, and learning defects, seven times. 
Table XII shows the combinations of those symptoms 
which appeared six or more times in the intake group~ 
TABLE XII 
COl~INATIONS OF THE FOUR MAIN CATEGORIES 
.OF SYMPTOMS APPEARING IN 
THE. INTAKE GROUP 
--'- 4 f1 II ·1 :.a ~~ .~ "1 ~ - ~ 
t ~ ... ; til( ~ ~ .. ~ .. ~ j ~ G 
Personality difficulties 
-
17 3 
-
Socially unacceptable acts 14 
-
8 
Somatic dysfunction 3 8 
-
Learning defect 12 13 6 
·i-i 3~ 
12 
13 
6 
-
Siftce only those symptoms which appeared six or more 
times were included in this table, the number of combinations is 
considerably less than the number indicated In the treatment 
group. The reason for this is that the treatment group listed a 
greater number of total symptoms and, as a result, more combina-
tions were in evidence. This table shows that the most frequent 
. 
combination is that of a personality difficulty and a socially 
unacceptable act. 
Where learning defects appeared, a personality diffi-
culty arose in nine cases, socially unacceptable acts arose in 
eight cases, and somatic dysfunction in only four cases. A poss-
ible reason why learning defects found few combinations is that 
it is often difficult to elicit from the client, symptoms other 
than the school difficulty in the limited number of interviews 
for the social history. 
PERTINENT TIME PERIODS 
The pertinent time periods used in this study are 
three in number. First, is that referred to as applicatign time. 
This is a measurement of the number of days taken by the client 
to return his application for service to the agency. It was com-
puted by subtracting the date that the application was sent, from 
the date it was received by the agency_ Second, is the appoint-
~ wait which is the number of days elapsing between the time 
the client returned the application until he was contacted for 
3l~ 
... his first appointment. It was obtained by computing the differ-
ence between the two dates. Third, is the client's participation 
time. This is the time period from the initial interview to the 
-
date the case was assigned to a worker, in those cases compris-
ing the treatment group, and the date of assignment or closure 
in the intake group. In those intake cases where the client e-
lected to terminate after treatment was offered to him, it was 
necessary to use the date of assignment to a worker. In these 
cases, the date of actual closure would be somewhat later be-
cause of administrative procedure. Therefore, the date of clo-
sure in this type of case was not considered. 
In Table XIII, the averages of each group will be com-
pared on the three bases explained above. 
Time period 
Application 
Appointment 
TABLE XIII 
PERTI~~NT TI~~ PERIODS 
OF _ THE, IN'rAKE AND 
TREAT~~NT GROUPS 
--
Intake 
-,._---,"''''"-----
time 9.27 
wait 28.87 
Client's participation time 151.21 
-
--
Treatment 
days 10.5 days 
If 31.17 fI 
" 143~45 tt 
There appear to be no significant differences in time 
periods in the two groups. Concerning the application time, the 
32~ 
client requires slightly over one week to return his applicatlon~ 
When time for mailing and handling are considered, the period 
approaches an average of about one week. The average appointment 
wait is approximately one month. The reason why one month is re-
quired to arrange the first interview is largely due to the time 
limitations of the existing statf which is attempting to offer 
its services to as many as is physically possible. 
Client's participation time is not to be understood as 
the time span of the diagnostic study. It is the time the client 
spends from the initial interview to the date of assignment and, 
from his standpoint, it is the time of the diagnostic study~ In 
actual practice, the agency completes the study in an estimated 
ten weeks.7 This time is required because of the extensive psy-
chological and psychiatric examinations with the child, and the 
necessary three interviews with the parent or parents. 
The element of community pressure was considered in re-
lation to application time, in order to investigate its possible 
effects. 
Table XIV shows the correlation of those referrals 
made freely, and those made under pressure, to their respective 
application times~ 
7 This estimate was made by consultation with members 
of the staff of the Sheil Guidance Service~ 
-I. 
-
TABLE XIV 
COMPARISON OF APPLICAT ION THIES OF VOLUNTARY 
REFERRALS AND PRESSURE REFERRALS 
IN THE TOTAL GROUP 
-
-
-
Application time Voluntary referrals Pressure referrals 
o to 1 week 30 . 10 
1 week to 2 weeks ,19 8 
2 weeks to 3 weeks 5 1 
3 fI If 4 ·n 3 0 
4 fI If 5 tf 0 0 
5 tI tI 6 .. 2 2 
~ ~ 
-Unknown 15 5 
Totals:, 74 26 
. 
There were no significant differences in the two groupsj 
On a percentage basis, it was found that approximately 38 per 
cent of those cases referred under community pressure, returned 
their applications within the first week, and 40 per cent of 
those cases in which no community pressure was evidenced, re-
turned theirs in the same length of time. It can be stated, how-
ever, that apparently the element of community pressure at the 
source of referral is not necessarily reflected in the time taken 
by the clients to return their application. 
FEES 
A fee system was inaugurated in the l~\STOW~~ ~ ''''oS' S ;(1 Gu±cri~ Ser- Il UNIVERSITY ~ 
~/8RA~ 
34~ 
vice on July 1, 1949. The reasons for its institution are stated 
in a department memorandum. 
At this time, it seems desirable for the C.Y.O •. to 
extend its fee-paying program, not only because 
some parents are able to pay, but especially be-
cause the idea of extending socio-psychiatric ser-
vices to a broader range of community groups has 
become more widely accepted. Following the war, 
there has been progressiv~ sensitization of our 
population to the significance of mental disorders 
and personality problems, and a heightened aware-
ness that no stigma is attached to seeking help~ 
This has given rise to a nation-wide phenomenal 
increase in the demand for psychiatric service. 
A fee program reflects sound practice, and thers are many advantages in instituting such a plan. 
At present, there are two types of fees in effect, the 
diagnostic fee, which is a flat-rate fee for the diagnostic stu-
dy, and a treatment fee, which is paid for regular treatment in-
terviews. Both types are based on the client's ability to pay, 
but, in no case, will service be refused because of inability to 
pay. In the event that a client is able to pay and refuses to do 
so, the agency accepts this as indicating resistance, and it is 
handled by the case-worker on t~~t basis. The flat-rate fee for 
the diagnostic process is five dollars, but may be adjusted down-
ward according to the judgement of the case-worker. The treat-
ment fee scale9 is based on the yearly income of the client, and 
8 Department memorandum, Sheil Guidance Service, Cath-
olic Youth Organization, Chicago, May, 1949. 
9 A copy of the fee scale may be found in Appendix E~ 
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1s adjusted accordingly in each case~ 
In Table XV, the diagnostic fee status of each group 
1s compared. 
-
Fee status 
$5.00 fee paid 
Fee not yet in 
Fee waived 
$5.00 fee Olved 
$2.50 fee paid 
Unknown 
Totals 
TABLE XV 
COMPARISON OF THE DIAGNOSTIC FEE 
STATUS OF THE TREATMENT 
AND I~~~KE GROUPS 
Intake 
21 
effect 7 
13 
5 
1 
3 
50 
Treatment 
12 
17 
7 
0 
0 
14 
50 
This table shows the status of the clients in both 
groups in regard to the diagnostic fee. The category, fee not yet 
in effect, designates those cases which were in the process of 
being closed at the time the fee policy was inaugurated. For all 
practical purposes, it cannot be said that this group was affect-
ed by the initiation of fees; hence the above category. It will 
be observed that the two largest categories are those where the 
client paid for the diagnostic study, and where the agency 
deemed it advisable to waive payment. Generally speaking, it is 
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the policy df the agency to waive fees in cases containing any 
one of the following elements: (1) where the family is receiving 
public assistance, (2) where the income of the family falls be-
low three thousand dollars per year, and, (3) where, in the 
judgement of the stafr, the charging of a fee would seriously 
interfere with treatment. 
The one case in the intake group in which a fee was 
reduced to $2.50 represents a family who was desirous of receiv-
ing only psychiatric examinations. 
It seems significant that, of the total 100 cases, a 
fee was requested in thirty-nine instances, and paid in thirty-
five. In only five cases, was the client found to be delinquent 
in payment. It is noteworthy, though inconclusive, that all five 
cases were found in the intake group. 
The treatment fee could not be compared with each 
group, because of the obvious reason that there exists no common 
basis. 'rhe intake group terminated contact with the agency be-
fore accepting treatment. It is of interest, however, to note 
the fee status of those clients receiving treatment. 
The two categories, fee waived and not in effect, poss-
ess the same qualifications and limitations as indicated in the 
Table to follow, Table XVI. It is notable that a fee was paid in 
over 50 per cent of the cases. Disregarding the seventeen cases, 
where the fee was not in effect, a fee was paid in almost 79 per 
37 .. 
cent of the cases. It is further significant that, in no in-
stance, was a client delinquent in payment when the case was 
closed. In the twenty-six fee-paying cases, the average fee was 
found to be .75 per person per interview" 
Fee status 
-
Not in effect 
.50 cent fee 
Fee waived 
il.OO fee 
.25 cent fee 
$1.50 fee 
$3.00 fee 
Total 
-
TABLE XVI 
TREAT~NT FEE 
Number 
17 
13 
7 
6 
4 
2 
1 
50 
REASONS FOR CLOSURE 
In this study, the reasons for closure are the reasons 
as stated by the client in terminating his contact with the agen-
cy. The source of this information was the section of the case 
record where the client verbalized his desire to close. The rea-
sons given by the client were categorized as such, and no attempt 
was made to evaluate them in terms of the underlying dynamics. 
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Taole XVII presents the reasons for closure with re-
spect to the intake group. 
TABLE XVII 
REASONS FOR CLOSURE AS STATED 
BY CLIENTS IN THE 
INTAKE GROUP 
Reasons for closure 
Declined treatment 
In accord with plan 
No answer to offer of service 
Another agency became active 
Pa tient improved 
Failed appointments consistently 
Undecided about accepting treatment 
Environmental change 
No male worker 
Only diagnostic service requested 
Total 
Number 
14 
11 
6 
4 
4 
3 
2 
2 
2 
2 
50 
of cases 
Because the above categories represent classific~tions 
of clients' verbalizations, an explanation of some of them is nec-
essary. The first category, declined treatment, includes those 
cases in which the reason given is not a direct negative reply. 
The following statements, taken from the case records, are repre-
39'. 
sentative of"'this type, 1t1-iother said the weather was much too 
warm to start now, It and, "Mother said it would upset her house-
hold routine." 
The category, in accord with plan, is for the most part 
a referral to another agency, or a recommendation for remedial 
reading. 
Diagnostic service indicates those cases which were re-
ferred to the Sheil Guidance Service for the purpose of assist-
ing another agency in making a constructive plan for the child~ 
The significant factor seems to be that, of the fifty 
cases, twenty-five really declined treatment and merely chose 
different ways of doing so. The categories that seem to be re-
fusals of service are, declined treatment, no answer to offer of 
service, failed appointments consistently and, undecided about 
coming in~ 
In Table XVIII, the treatment groups' reasons for clo-
sure will be presented. It is interesting that in seventeen of 
the fifty cases represented, the reason for closure, as given by 
the client, was that improvement had taken place, and the parent, 
or parents, now felt that they could handle the situation with-
out further case-work services. An environmental factor such as 
illness, employment, or family moving away accounts for twelve 
cases terminating contact, while six cases were referred to an-
other agency in accord with the plan of treatment~ 
r __ -------------------------. 
TABLE XVIII 
REASONS FOR CLOSURE AS STATED 
BY CLIENTS IN THE 
TREATMENT GROUP 
Reasons for closure 
Improvement indicated 
Failed appointments consistently 
Referred to another agency 
l-iother now employed 
Illness 
Not interested 
Dissatisfied with service 
Moved away 
Total 
Number of cases 
17 
9 
6 
6 
4 
3 
3 
2 
50 
Table XIX presents further material relating to those 
seventeen cases in which improvement was given as the reason for 
termination of contact with the agency~ The table will represent 
fifteen cases in which the parent or parents stated that im--
provement had taken place in the child, and two cases where the 
mother stated she felt "more able" to handle the problem. It can-
not be said with certainty that there was an actual improvement 
in each case, because the client's statement that improvement has 
taken place is, in itself, no criterion. This fact would render 
impossible the drawing of an exact conclusion concerning improve-
~ 
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ment. Despit~ this factor, it is noteworthy that this was the 
reason for termination in over one-third of that group. 
TABLE XIX 
NUMBER OF INTERVIEWS WITH PARENTS 
AND CHILDREN IN S~-VENTEEN CASES 
INDICATING IMPROVEMENT 
Case no. Mo's. intervs. Fa's. intervs. pt's. interv 
Kept Broken Kept Broken Kept Broken 
No. 1 10 6 
- -
8 3 
tI 2 14 6 
- -
7 0 
. ' 
It I 3 3 3 
- -
11 8 
~ 
" 4 4 1 15 10 - -
II 5 6 5 12 3 - -
" 6 8 0 5 5 25 2 
II 7 2 0 30 10 
- -
" 8 10 3 2 0 37 0 
~ 
II 9 10 6 28 2 
- -
tt 10 37 13 37 13 
- - . 
, I tI 11 12 7 1 0 ! - -, 
tt 12 20 12 1 0 6 
, 
0 
It 13 11 0 3 4 11 0 
" 14 79 I 20 - - - - , I It 15 5 1 60 14 
- -
It 16 12 8 49 14 
- -
" 17 32 16 4 0 43 8 
~ 
~~ 
Th~s table again pOints up the well known difficulty 
of inducing fathers to take advantage of the services offered. 
In this particular group, the father was seen in only six of the 
seventeen cases. Where he did participate even in a very limited 
capacity, his occupation was, with one exception, in the lower 
income group. 
Viewing this table from the aspect of the average num-
ber of interviews, the father was seen once, the mother, seven-
teen times, and the patient, twenty-seven times. 
Chapter III will present a summary of the findings and 
conclusions of this study~ 
CHAPTER III 
SUIvilviARY OF FINDINGS AND CONCLUSIONS 
The purpose of this study was to make a statistical 
comparison of 100 closed cases ,known to the Sheil Guidance Ser-
vice. Fifty cases composed a group of clients who completed the 
diagnostic study, and then terminated contact with the agency~ 
The remaining fifty cases completed the diagnostic process, and 
then chose to accept treatment. These two groups were called the 
intake group and treatment group, respectively, and certain fac-
tors common to each were measured. 
The setting in which this study was made was briefly 
described. It was seen that its origin and development was due, 
in large measure, to the untiring efforts of His Excellency, Bi-
shop Bernard J. Sheil. His deep insight and alertness to the 
needs of youth made possible the existence of a Catholic child 
guidance clinic, the service of which is available to all. Its 
phases of development attest the perspicacity of Bishop Sheil. 
When the program started, its emphasis was on athaetics and re-
creation. This era lasted from its inception in 1930 to 1938. The 
second phase consisted in re-focussing and broadening the program 
to meet social needs on a community-wide basis, and its emphasis 
43~ 
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was manifested in the Juvenile Delinquency Prevention Service. 
In 1945, further changes were made in order to provide psychia-
tric services to the younger child evidencing symptoms indica-
tive of a personality or social maladjustment. While the basic 
philosophy remained the same, the structure of the total program 
was altered to provide service~ on a more scientific level. 
Hence, we saw the transition of a recreational and athletic pro-
gram culminate in a child guidance clinic~ 
This study indicated that the age and sex of the two 
groups was approximately the same. The average age of the total 
group was found to be about one year lower than the average age 
computed in a similar study made in February, 1949. The source 
of referral presented no outstanding differences in the two 
groups, but it w~s encouraging to note that the number of self-
referrals was increasing. This lends some credence to an in-
credence to an increased public awareness of the existence of 
mental and emotional disturbances. The element of community pre-
ssure, at the point of referral, was found in almost the same de-
gree in both groups. The occupations of fathers in the two 
groups closely approximated each other, and, for the most part, 
were fond to be slightly below aver~ge, from an economic point 
of view. This study presented some eVidence of the difficulty 
confronting any agency in securing the father's participation in 
the proferred program. The number of symptoms listed by the 
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treatment gr~up exceeded those presented by the intake group in 
every major category with one exception, that being learning de-
fects. This, coupled with the fact that the number of symptoms 
of a neurotic nature enumerated by the treatment group, were 
double those of the intake group, would lead one to suspect that 
those clients who accepted treatment were more discerning of the 
difficultly recognized neurotic behavior. The measurement of per-
tinent time periods yielded no meaningful differences between the 
two groups. It was found that the element of community pressure, 
at the source of referral is not necessarily reflected in the 
time taken by clients to return their applications for service. 
The existence of the fee system seems to have been acceptable to 
clients in both groups. It is noteworthy, though inconclusive, 
that the only clients who were delinquent in payment when the 
case was closed were five in the intake group. A study of the 
reasons for closure, as stated by the clients, were many and va-
ried. In the intake group, the significant factor seemed to be 
that the clients chose many different ways of terminating. This 
statement cannot be elaborated upon because the reasons were not 
analyzed in the light of the underlying dynamics. It is notewor-
thy that the clients of the treatment group stated that improve-
ment was the reason for closure in over one-third of the cases~ 
In conclusion, the factors brought out in this study 
do not warrant the drawing of any concrete, inflexible answers 
46. 
as to why on~ group terminates after the diagnostic study, while 
another group continues~ 
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APPENDIX A 
CASE NUMB~R SEX AGE REFERRAL 
PRESSURE NO PRESSURE 
--- ----
---" .-_._-'-'-'--'-"-'---"-' ----_ .. _-_._._ .. _--
-.-------~- ._--.. _ .. _-_._---_._-------
APPLICATION TIME 
APPOINTMENT 'NAIT 
-------
TOTAL TIME 
----_._------------
OCCUPATION OF FATHER 
-------------------------------
1lJMBER O}' INTERVIEHS IN DIAGNOSTIC PROCESS - M. F. 
NUMB ER OF I NTEHVI Kif S BROKEN - M. F. P. 
Nm.ffiER OF I~JTERVIB"!lNS IN TREATME~'T - M. F. P. 
NlfIvIBER OF INTTmVlEJS BROKEN - M. F. 'D .L • 
RK~SONS FOR CT..;OSURE 
-----
-------- ._----------
FEE 
NOT IN EFF3CT 
NAlVED 
AMOU1'T 
-~--
PAID 
---_.,---
--.- _. 
,.- -- - - .- _ ... -
APPLICATION FOR AFPOnm.mNT 
_ catholic Youth Organization 
Sheil Guidance Service , 
31 East Congress Street 
Chicago S, Illinois 
V{abash 2-1114 
Date ____________________________ ___ 
Lme of Cluld ____________________________ Religion~ __________________________ _ 
idress __________________________________ Telephone __________________________ __ 
Lrthdate: Month Day Year Birthplace 
------- ------ --- -----------------
~hool Address ----------------------------~ --------------------------------
3.me of Teacher Grade 
---------------------------------- ----------------------ho Suggested referral: _________________________________________________ ___ 
.-
- -f Birth : 
0mplete Name of: { Dates 
,'f 
Birthplace Religion Occupation • i. 
ather: 
J ,. , , 
other: . , 
~ :~ 
(Living and 
hildren Deceased) I School Grade 
1 
.. 
, 
.. 
· I, ,
, 
I.: , 
, 
, 
) . , I 
I I ). 1 
• 
r. , 
f ; 3, , 
)thers in the home: 
.:.: f Relation 
Name I Age To Child. Occupation ==========~==~===========F~======: 
! 
./ 
... j 
--.------ . 
r 
_ ....... ___ .~r4."'·_.;. 
_ ..... _,-
.. ~, , 
- -- -"'2''' - . " ...... 
--.-'~- ~ .. " ,- ' .• ., 
.,..-- ~ ! . , 
" .. 
~t is tho problem for which :rou arc referring this child at this time? Please .. 
diSCUSS fully, using reVGrso side or additional sheets, . (' necessary. 1. ... 
.. 
,-
,-
,-
,.... 
-
. 
,. 
... 
-
-
~ 
Is this child presenting other problems? Ploo.sc d:Jscribe fully: 
-
, 
1-' 
!Ple3.se check any of the following items which apply to this child: 
Restless Fighting 
Excitable Stealing 
Boastful Untruthfulness 
Selfish Shyness 
Daydreams Tru3.nc;r 
Doprcssod Running away from home 
Discouraged Sox msbehavior 
Unhapp~r Ncrll Biting 
Destructive Thumb or finger sucking 
Inferiority Feelings Bed wetting 
Dizzy spells Lack of bowel control 
Crying Feedjng probloms 
Overactive Sleep disturl::ance.$ 
Fails to get along with othors nig}l~D12..reS 
Temper Displays Spoech defect 
Disobodiont L3.to hours 
Vomiting' . Prc1"(?r-o youngur children , 
\ I n.. . ttentive Prefers oldor c~.'ildren 
\ Mooay Leads ·others t.o. misbehave 
" 
, 
", ... ,,-,.. 
-3-
r this child has any physical handicaps, please describe: 
8 this child under a physician's care at tae present time? 
~S ____________ ~No ____________ Please Explain ________________________________ __ 
t5 this child been examined at the Bureau of Child Study, Loyola 
lild Guidance Center, Institute for Juvenile Research, or elsewhere? 
lS No Where ------------~ -------------- -----------------------------------------
~orience has sh~m us that it is often helpful to discuss the child's situation 
.th both parents. Please indicate who ~~ll come in to talk over the problem. 
lther Mothor Oth~r 
------------ ------------ --------------------------------------
l find it helpful for the examination to secure a school report, because a 
loyrledge of the child's adjustment there is important. If you have any 
ljection to this, please state. 
Signaturc __________ ~--__ ----______ __ 
Relation to child 
---------------------
Address 
-------------------------------
Telephone 
-----------------------------
.ndly mail this application to us, and we will notify you, as soon as possible 
:garding an appointment. 
... 
APPENDIX D 
:B'REQ.DENCY OF SYMPTOMS APPEARING AT 
LEAST SIX TD'fES IN THE 
TREl1.TT'/[El-J"'T GROUP 
------.------.--
Enuresis - (14) 2 340 3 1 1 
---.~.-----+---.-:- . - .-. - -. ---- 1---- ._-;-+--
Temper tan-
trums - (12) 3 - 4 2 3 331 003 322 1 
---------t---t--t---I---f .... --.- ---+--+-.---- --1-----1--.. _-1--_._--
Restless - (11) 6 3 4 344 1 1 2 3 o 3 2 o 
-------1---1---.. - ,--,--1--+---+-+----1-',,-. - -- f-'---f---4- --f----t-.-J-.. --
Speech defect 
(11) 
5 2 4 - 0 2 2 1 2 3 1 0 2 3 1 
----------.-~_I_-r_.- - -. - --- " '"'' .- -. 1--'''-1-' i--- - -- ---- -. - ----t---I------
Disobedient - 3 3 4 0 4 2 100 1 1 2 2 o 
(9) 
--------... -.. '- .. - - -- --.----i----+---t-i--.+-----i!---t----lf---i---- _._._.- -
Lying - (8) 3 3 4 1 4 - 2 0 0 0 0 2 2 1 0 
--------+--1---- ---r-.--I--f---+--I---I---.t----t-----t-.. ---1~._t_-__t---
Fears - (8) 2 1 0 1 0 0 - 1 2 1 2 2 0 0 0 
-.-------1---1-+-,,- - -)---t--t---t--t---t--t--)--+_--t---+_--
Daydreams - (6) 1 1 1 1 1 0 1 - 2 0 4 0 3 0 2 
--~----.--. .,-
Shy - (6) o 10002 - 2 0 0 1 0 1 
----.,,-----I----;--+--+-f--..... --+--ll---I----II---+-- -1--1---.;--+ -_ .. 
1 o 
Withdrawn - (6) 200 1 0 3 - 0 0 0 0 2 
----------------+-~--·r----_4~+--+---~---~-_+--+_·_+--+__+--+_-----
1 o 1 
Poor school 
work - (6) 
2 3 3 1 1 o 2 4 0 o 1 2 o 2 
------1-----1---1--1-. -. 
Stealing - (6) 0 3 1 0 1 2 2 0 0 0 1 - 1 2 0 
-... -' .- - - - 1---. --+--+---1--1----1--1--- ----+----+----
Destructive - (6 3 2 3 2 2 1 1 2 1 1 2 1 - 0 0 
--------- - -- ~-- - _.--+-._--
Crying - (6) 12232 2 1 101 120 - 0 
--------t-+_-+--t--t--+--+--t-........... -+---+-- 1---- -- -.-
l<'ighting - (6) 1 2 6 2 2 . 3 1 1 1 ~ 1 220 
___ .',_ . - - _--'-______ .L_--"-_-"_---L_..L----L_...A._--.L __ .... __ '---_ ._.L-_&_ _ . ___ _ 
